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What You Need To Know To Request a Hearing 

If dissatisfied with an initial determination, an appellant or his or her representative may Request a 
redetermination of that decision or determination, the first level of appeal, with the Affftijaited Contractor 
(or Fiscal Intermediary or Carrier). A person at the Affiliated Contractor (or Fiscal Intermediary or 
Carrier) not Involved in the initial determination will conduct an independent review of the initial 
determination, including a review of the evidence, findings and additional evidence submitted by parties 
or obtained by the Affiliated Contractor. 

> : ' 

The second level of appeal is called a "reconsideration" and it is completed by a Qualified Independent 
Contractor or QIC. Similar to the first level of appeal, the QIC will conduct en indepen<Jjsffot, on-the- 
record review of your case. The QIC has not had any involvement in the initial determination or 
redetermination. The QIC will send the appellant or their representative a letter explain^ how they 
made the reconsideration. 



If an appellant disagrees with the QIC's reconsideration, he or she has the right to request a hearing 
before an Administrative Law Judge (AU), the third level of appeal. Appellants, or their|$eipresentatives, 
dissatisfied with a reconsideration generally must file written requests for an AU heariiwj within 60 days 
from receipt of the notice of reconsideration. In addition, the appeal must be above $i|j}:{in Fiscal Year 
2006) in order for the AU to hear the case. Information on how to file an appeal is confined in die 
Notice of Reconsideration received from the QIC. The address for the correct field officeite also 
contained in that Notice. Addresses and contact information for all of the OMHA field offfces can be 
found at http://www.hhs.gov/omha/offices.html. ' H 

In the fourth level of appeal, if the appellant or his or her representative disagrees wittj.the decision of 

http://www,1^.gov/omha/needtoknow.htniI 10/1 7/2006 
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the AU, a request for review may be filed with the M edicare Ap peals Council (MAC). 

Finally, at the fifth level of appeal, under certain circumstances, the appellant or his ori^jer 
representative may appeal the MAC's decision to the appropriate Federal District Courti !•; 

Please follow the instructions below when filing your Request for a Medicare Hearing be&re an AU, ■;. 

• If your reconsideration determination was issued by a Qualified Independent Contractor 
please use form CMS-20034A/B [PDF - 38 KB], 

• If your reconsideration or fair hearing determination was issued by a Fiscaf Intermediary, 
Carrier, or Quality Improvement Organization please use form CMS-5011A/B [PDF - 41 

kb]. ;jj :■■;;;; 

• If you wish to appoint a representative to act on your behalf in exercising y^r right to an ....■'/■.;;; 
initial determination or appeal, please use form CMS-1696 [PDF - 10 KB]. H. 

All CMS forms can be found at http: //www.cms.h hs.QOv/forms/. 

When To Request a Hearing 

The hearing process generally begins after a QIC has issued a reconsideration. If you aWe .dissatisfied 
with the reconsideration issued by a QIC, you or your representative may request a hearing before an .. ■ I 

AU. The AU will make an independent decision based on the evidence submitted and tj&at the AU ; | 

obtains, Including any testimony that you provide at the hearing. ;!'• 

How To Request a Hearing 

To request a hearing, please follow the instructions in the reconsideration notice from ttie ; QIC. The 
reconsideration notice from the QIC will contain information concerning which OMHA fieW Office to 
contact to request an AU hearing. If you have additional questions, please contact thefiWHA field office 
and they will answer your questions. 

Development of Your Case 

As soon as your request for hearing is received by an OMHA field office, our staff sets Upia computer fife 
to keep track of your case. 

The OMHA field office staff makes sure that we have all the materials used in processing your claim and 
all the medical and other evidence that may be available from other sources. If any of this material 
appears to be missing, we will request it. 

Your Right to Representation 

You may want a lawyer, friend, or other qualified person to represent you. If you deddfe'lto tiave a 
representative, you need to tell us by filling out a special form (CMS 1696 - Aj^J^mftlS^ 
R epresentative ). If you have a representative, you may have to pay his or her fees. 

Appointing a Representative 

An appointed representative may act on behalf of an individual or entity in exercising hi$ or her right to 
an initial determination or appeal. The A p pointment of Representative form (CMS 1696) ; foust be used. 
An appointment of representation must: 

• Be in writing and signed and dated by both the party and individual agreeJrt|to be the 
representative; 

• Provide a statement appointing the representative to act on behalf of the piity, and in the 
case of a beneficiary, authorizing the adjudicator to release identifiable heaifcta information 
to the appointed representative; 

m Include a written explanation of the purpose and scope of the representation; 
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• Contain both the party's and appointed representative's name, phone numt&r, and 
address; 

• Identify the beneficiary's Medicare health insurance claim number; 

• include the appointed representative's professional status or relationship t##he party; 

• Be filed with the entity processing the party's initial determination or appeal Unless 
revoked, an appointment is considered valid for 1 year from the date that iHe Appointment 
of Representative form is signed. Once the form is filed with the person or Entity handling 
the initial determination or appeal, the representation is valid for the duration of the 
individual's appeal. 

Fees for Appointed Representatives j = . . 

An appointed representative for a beneficiary who wishes to charge a fee for services r&idered in 

connection with an appeal at the AU level must obtain approval of the fee from the AljiH 

No award of attorney's or any other representative's fees or any costs in connection with an appeal may 
be made against the Medicare trust funds. 

A provider or supplier that furnished the items or services to a beneficiary that are the Subject of the 
appeal may represent that beneficiary in an appeal under this subpart, but the providerj<j>r supplier may 
not charge the beneficiary any fee associated with the representation. In addition, the provider or 
supplier may not represent the beneficiary on the issues described in section I879(a)(2>!bf the Act, 
unless the provider or supplier waives the right to payment from the beneficiary for thei^rvices or 
items involved in the appeal. 

For more Information on fee agreements, including the reasonableness of representative fees, please 
contact your Office of Medicare Hearings and Appeals field office. 

Time Limits for Appealing to the OMHA AU 

You or your representative may file a written request for appeal of a reconsideration within 60 days 
from receipt of the notice of reconsideration with the entity specified in the reconsiderabbn notice. If 
you do not file an appeal within 60 days, the AU may dismiss your appeal. This meansjt&at you may 
not be eligible for the next step in the appeal process and that you may also lose your Hght to any 
further administrative or judicial review. 

If you file an appeal after the 60-day deadline, you must explain the reason you are lat£,and request 
that we extend the time limit. The OMHA field office staff can explain further and help V6u file a written 
request to extend the time limit. 

When and Where the Hearing Is Held 

Generally, once the appeal is received by the OMHA field office, a hearing will be sched{j|iied. The OMHA 
field office will attempt to schedule all hearings promptly. There are four field offices najtiibnwide and 
hundreds of videoteleconference (VTC) sites where hearings may be held. This extensile network 
assists us in providing you with ready access to hearings, even in remote locations. It ateo lessens the 
likelihood that you may need to travel far for your hearing. 

Before your hearing, we will send you a notice telling you the date, time, and place of dfie hearing. The 
AUs hold hearings through VTC, over the telephone, or in person. The AUs will hold moist hearings by 
VTC or over the telephone unless the AU determines that there are special or extraordinary 
circumstances- As an alternative, an appellant may request an in-person hearing, whicfjfjifaay be granted 
if good cause is shown, 

Why You Should Have Your Hearing by Videoteleconference (VTC) 

Often an appearance by VTC can be scheduled faster than an in-person appearance andthat means less 
waiting time for your hearing. Also, a VTC hearing location may be closer to your homeland that might 
make it easier for you to have witnesses or other people accompany you. 
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A VTC hearing allows you and the other hearing participants to see and hear each oth^r through large 
color television screens. The AU remains in his or her location, and you go to a site th&tis> generally 
more convenient to where you live, A technician is there to make sure the equipment v^oirks smoothly, 
but the technician does not listen in on the hearing. No one except your representative tir someone else 
you might choose, witnesses at the hearing, or others that the AL} considers necessary laind proper will 
be allowed to listen in or view the hearing. You will be able to see, hear and talk to the AU at the 
hearing. 

We realize that not everyone is familiar with how VTC works. The OMHA field office stafr Wfll be glad to 
answer any questions you might have concerning VTC hearings. 

How Is a VTC Hearing Different? 

The AU can see you and speak with you and anyone who comes to the hearing with ypiij such as your 
representative or any witnesses. You can see the AU and anyone who is with the AU -f <k anyone at 
another VTC site, such as a medical or non-medical expert. Transmission of the hearing 1s secure, and 
your privacy is protected. We do not videotape hearings, but we do make audio recordings -- as we do 
for all hearings. 

How Is a VTC Hearing Scheduled? 

If we are using VTC equipment In your area, we will contact you to schedule a VTC healrtrfcgfor you at a 
convenient time. The AU will consider any preference you may have expressed for or 3gja|ii?st appearing 
by VTC when setting the time and place of your hearing. You will have an opportunity tjojptiject to the 
set time or place. If you have any questions or want more Information, please contact Voiir OMHA field 
office when you receive your acknowledgment of your request for a hearing. 

A hearing clerk in the OMHA field office will have a list of the VTC sites located nearest it your home, 
and will work with you In selecting a site for the hearing. 

Steps in the Hearing Process 

Before the hearing: 

• You and your representative, if you have one, may look at the evidence in your case file 
and under certain circumstances, you may be able to submit new evidence; 

♦ It is very Important that you submit any new evidence within 10 days of 
receiving the Notice of Hearing. 

At the hearing: 

♦ The AU explains the issues in your case and may question you and any witnesses you 
bring to the hearing, 

# The AU may ask other witnesses, such as a doctor or other experts, to come to the 
hearing. 

• You and the witnesses answer questions under oath. The hearing is inform^ *** we d° 
make audio recordings. 

After the hearing: 

♦ The AU issues a written decision after considering all the evidence. 

• The AU sends you and your representative, if you have one, a copy of the decision. 

If You Do Not Wish To Appear or Cannot Appear at the Heating 

If you do not wish to appear in person at the hearing, you must let us know in writing vm^n you request 
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the hearing or before the hearing date. You may state your reasons, and ask the AU to make a decision 
based on the evidence in your file. 

The AU may decide that your presence at the hearing will be helpful, especially if only you can best 
explain certain facts. If so, the AU may require your presence. 

You Should Go to a Scheduled Hearing 

If you wish to appear at a hearing and the AU schedules a hearing, you and your representative, if you 
have one, should attend. It is very important that you attend a scheduled hearing, if for any 
reason you cannot attend, contact the AU as soon as possible before the hearing arid state the 

reason. 

The AU will reschedule the hearing that you do not attend if you have provided a goodreason for not 
going. If you do not go to a scheduled hearing and the AU decides that you do not have a 
good reason for not going, your request for hearing may be dismissed. 

When We Can Pay Travel Expenses 

If it is determined that you must travel more than 75 miles from your home or office to attend a VTC 
hearing, we may be able to pay certain costs. Here are the general policies that apply: 

• We may be able to pay your transportation expenses such as the cost of a taxi, bus ticket or 
expenses for driving your car, or travel by rail in some cases. An AU may not authorize payment for 
transportation by airplane. 

• The AU may also approve payment of similar travel expenses for your representative ahd any 
witnesses the AU determines are needed at the hearing. 

• You must submit a written request for payment of travel expenses to the AU at the time of the 
hearing or as soon as possible after the hearing. List what you spent and include supporting 
receipts. If you requested a change in the scheduled location of the hearing to a location farther 
from your residence, we cannot pay for any additional travel expenses beyond the original location 
of the hearing. 

Please contact our OMHA field office staff to answer any questions you might have concerning payment 
of travel expenses. 

Tips to Shorten the Hearing Process 

Help Us Process Your Hearing As Quickly As Possible. There are a number of things you can do to 

speed up the processing of your request for a hearing. 

• If you wish to appoint a representative, do so as early as possible. Your representative will want 
time to review your file and prepare for the hearing. If you wait until the date of the hearing or 
shortly before, your hearing may have to be postponed to provide the representative With the 
necessar/ preparation time. Rescheduling a hearing adds a substantial amount of tiiro to the 
processing of your hearing request. 



• Make sure that any new or updated evidence you want considered has been submitted 
either with the Request for the AU hearing, or within 10 days of receiving tfie Notice of 
the AU hearing by either you or your representative (the earlier the better). This Evidence may 
result in an early favorable decision for you, eliminating the need for a hearing. If alhearrng is 
necessary, the early submission of this evidence will eliminate the delays caused bebatise additional 
evidence has not yet been received. 
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• Notify us of any changes in your address immediately. 

How Long the Process Takes 

We receive many requests for information about the hearing process from appellants and/or their 
representatives. Most of the time, these requests relate to how soon the hearing will be scheduled and 
how long it may take an AU to make a decision in his or her case. The information beiow may answer 
some of your questions. 

Average Time for Your Hearing 

For Medicare Part A and Part B claims appeals cases that come from QIC reconsiderations, the AUs 
generally must complete their review and render a decision within a 90-day timeframe: However, each 
case is unique and under certain circumstances some cases may take more or less time to complete 
than others. 

Scheduling of Your Hearing 

Generally, our AUs set their hearing schedules a few weeks ahead of time. Your hearinig may take 
longer to schedule if we need to schedule a medical or non-medical expert to testify, orff ybur attorney 
or other representative cannot be present on the date we select. 

• You will receive a written notice of hearing at least 20 days before your hearing is 
scheduled. 

• OMHA field office stafF will work with you to arrange details associated with going to a VTC 
site to participate in the hearing, 

• If you choose to participate and cannot participate in the scheduled hearing for some 
reason, you must contact the AU as soon as possible to request a postponement. Only the 
AU can decide whether your hearing can be rescheduled. 

• You should plan to arrive at the VTC hearing site at least ! A hour before the scheduled 
time of your hearing. 

After Your Heating 

• After the AU holds your hearing, he or she may decide that additional evidence must be 
obtained is needed. 

• After the AU is satisfied that all the relevant evidence is In the record, he or she will 
prepare the decision in your case. 

Medicare Appeals Review 

For more information on the Medicare Appeals Council, please see its website located at 

Tips for a Timely Review Process 

• Make sure you request review within 60 days after you receive the OMHA AU hearing decision. If 
you are unable to meet this deadline, explain your reasons for missing it in your request. 

• We request that you do not make automatic, multiple requests for the status of your request for 
review. 



Please consult the Secretary's regulations at 42CFR Part 405, Subpart 1, for a fu» and accurate 
description of the appeal process. 
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What You Need to Know to File an Appeal 



• WJhL^_and..HovL&^ 

• Ho w Many Appeal Levels Are There? 

• What Is a Reconsideration? 

• Askin g fpr a Heari ng 



• Med icare Appeals Council; Revie 

• Filing Suit in Federal Court 

• Can Someone Help M e? 



When and How Can I Appeal? 

If you wish to appeal, you must make your request in writing within 60 days from the date you receive 
the reconsideration decision from the Qualified Independent Contractor (QIC). We assume you receive 
the letter five days after the date on the letter, unless you can show us you received It later. In 
addition, your appeal must be above a certain dollar amount that will be adjusted anntially in order for 
you to request an AU hearing. Call your OMHA field office if you need help with your appeal. 

How Many Appeal Levels Are There? 

Generally, there are five levels of appear after you receive your initial determination. They are: 

• Redetermination by an Affiliated Contractor (or Fiscal Intermediary or Carrier) 

• Reconsideration by a Qualified Independent Contractor (QIC); 

• A Hearing by an Administrative Law Judge; 

• Review by the Medicare Appeals Council; and 

• Review by a Federal District Court. 

When OMHA sends you a letter about a decision on your appeal, we will tell you how to appeal the AU 
decision. 

What Is a Reconsideration? 

Reconsideration is a complete review of your claim by a Qualified Independent Contractor that did not 
take part in the initial determination or redetermination. 

The Qualified Independent Contractor will look at the initial determination and re-deterrriination, 
including all the evidence submitted when the initial determination or redetermination was made, plus 
any new evidence. 

Asking for a Hearing 

If you disagree with the reconsideration decision, you may ask for a hearing. An AU who had no part in 
the initial determination, redetermination, or the reconsideration of your case will conduct the hearing. 
The AU will notify you of the time and place of the hearing. 

In general, hearings will be conducted by videoteleconference (VTC) or telephone, unless the AU 
determines that VTC is not available, or special or extraordinary circumstances exist, or you request an 
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in-person hearing and your request is granted for good cause. 

During the hearing, the AU will question you and any witnesses you bring to the hearirkj. Other 
witnesses, such as medical and non-medical experts, also may provide Information at tfie hearing. 

After the hearing, we will send you a letter and a copy of the ALTs decision for your case. 

Medicare Appeals Council Review 

For more information on the Medicare Appeals Council, please see its website located at; 
htt p://www.hhs.oov/dab/mod200S, htm l 

Filing Suit in Federal Court 

If you disagree with the Medicare Appeals Council decision or if the Medicare Appeals Council decides 
not to review your case, you may be able to file a lawsuit in a federal district court. The Medicare 
Appeals Council notice of decision or letter denying review of an AU decision will give general 
information about filing a court complaint. It is not appropriate, however, for the Medicare Appeals 
Council to offer advice or assistance concerning whether, and how, an appellant may seek court review. 

Can Someone Help Me? 

Yes. Many people handle their own Medicare appeals, but you can choose a lawyer, a frtervd or someone 
else to help you. Someone you authorize or appoint to help you is called your ^represerftative," We wilt 
work with your representative just as we would work with you. 

Your representative can act for you and will receive a copy of any decisions we make about your appeal. 
For more information, see Your Right to Representation 



Please consult the Secretary's regulations at 42CFR Part 405, Subpart 1, for a full and accurate 
description of the appeal process. 

Lastr&vised: March 14, 2006 
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CHAPTER 7 



INQUIRIES, OVERPAYMENTS, AND APPEALS 
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This chapter discusses inquiries, overpayments, and appeals. 

Inquiries 

Medicare providers and suppliers may submit inquiries about claims, coverage, 
and reimbursement guidelines to Medicare Contractors either by telephone or in 
writing. Customer Service Representatives (CSR) are available to handle 
telephone inquiries continuously during normal business hours for all time zones 
of the geographic area serviced, Monday through Friday. To find Medicare 
Contractor contact information, visit wwyv.cmsMhs.aov/aDDs/contacts on the 
Centers for Medicare & Medicaid Services (CMS) website. 

Contractors also use automated self-help tools such as Interactive Voice 
Response (IVR) services, which may be available up to 24 hours a day. IVR 
services provide information about the following topics: 

• Normal business hours; 

• CSR service hours of operation; 

• General Medicare Program; 

• General appeal rights and the actions required to exercise appeal rights; 

• Claims in process and claims completed; and 

• Definitions of the 100 most frequently used Remittance Advice Remark 
Codes and/or Claim Adjustment Reason Codes, which appear on the 
Remittance Advice (RA) (as determined by each Contractor). 

Overpayments 

Overpayments are funds that a provider, supplier, or beneficiary has received in 
excess of amounts due and payable under Medicare statutes and regulations. 
Once a determination of an overpayment has been made, the amount of the 
overpayment becomes a debt owed to the Federal government. Federal law 
requires CMS to seek recovery of overpayments, regardless of how an 
overpayment is identified or caused. 

Overpayments are often paid due to the following: 

• Duplicate submission of the same service or claim; 

• Payment to the incorrect payee; 

• Payment for excluded or medically unnecessary services; or 

• Payment made as the primary insurer when Medicare should have paid as 
the secondary insurer. 
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If Medicare pays more than the correct amount in error, providers and suppliers 
should make voluntary refunds as soon as possible, without waiting for 
notification. A notification called a demand letter is sent when an overpayment 
occurs, which states: 

• The service(s) at issue; 

• Why the overpayment occurred; and 

• The amount being requested. 

Refunds are sent to the Medicare Contractor and must include the following 
information: 

• The Provider Identification Number (PIN) and the PIN of the provider who 
should actually be paid, if applicable; 

• The Medicare Health Insurance Claim (HlC) number; 

• The date of service; 

• The amount overpaid; 

• A brief description regarding the reason for the refund; 

• A copy of the RA; and 

• A check for the overpaid amount. 

If the overpayment is not paid in full within 30 days of the date of the first demand 
letter, interest begins to accrue on day 31 . When the Federal government 
accepts a voluntary refund, it does not affect or limit its right or the right of its 
agencies or agents to pursue any appropriate criminal, civil, or administrative 
remedies that arise from or related to applicable claims. 

If a provider or supplier disagrees with the overpayment, he or she has the right 
to appeal the decision. Recoupment will cease if: 

• The first recoupment action occurred after December 8, 2003; or 

• A first level appeal has been received. 

To find additional information about overpayments, see the Medicare Claims 
Processing Manual (Pub. 100-04) located at 
wwwxm$Mhs.aovtManuals/IOMIIi$tM$p#TopOfPaQe on the CMS website. 

Fee-for-Service Appeals 

An appeal is an independent review of an initial determination made by a 
Medicare Contractor. Generally, a party to the initial determination is entitled to 
an appeal if he or she is dissatisfied with the determination and files a timely 
appeal request that contains the necessary information needed to process the 

request. 



.'•, ; ! 
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A party to an initial determination may bo: 

• A beneficiary who files a request for payment or has a request for 
payment filed on his or her behalf by a provider; 

• A supplier who has accepted assignment for items or services furnished to 
a beneficiary that are at issue in the request for payment; or 

• A provider of services who files a request for payment for items or 
services furnished to a beneficiary. 

A party to a higher level appeal may be: 

• The parties to an initial determination, except when a beneficiary has 
assigned his or her appeal rights; 

• A State agency pursuant to the Code of Federal Regulations (CFR) at 
42 CFR 405.908 (to access the CFR, visit 

wmv.oooaccess, oovlcfrlindex. html on the Web); 

• A provider or supplier who accepts assignment of appeal rights for items 
or services furnished to a beneficiary; or 

• A nonparticipating physician or supplier who does not accept assignment 
for items or services famished to a beneficiary and may be obligated to 
make a refund pursuant to §§1834(a)(1 8), 1834(|)(4), or 1842(1) of the 
Social Security Act, 

A provider or supplier who is not already a party to an appeal may appeal an 
initial determination for services furnished to a beneficiary if the beneficiary 
subsequently dies leaving no other party available to appeal the determination. 

A party may appoint a representative if he or she wants assistance with their 
appeal. A physician or supplier may act as a beneficiary's appointed 
representative. A party may appoint a representative to act on his or her behalf 
by completing Form CMS-1696, Appointment of Representative (AOR), which is 
available at www, cms, hhs. aovfCMSForms/CMSFormsflist. asp#TooOfPsids on 
the CMS website. A party may also appoint a representative through a 
submission that meets the following requirements: 

• It is in writing and is signed and dated by both the party and the individual 
who is agreeing to be the representative; 

• It includes a statement appointing the representative to act on behalf of 
the party and if the party is a beneficiary, authorizing the adjudicator to 
release identifiable health information to the appointed representative; 

• It includes a written explanation of the purpose and scope of the 
representation; 

• It contains the name, telephone number, and address of both the party 
and the appointed representative; 

• If the party is a beneficiary, the beneficiary's Medicare HIC number; 
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It indicates the appointed representative's professional status or 
relationship to the party; and 

It is filed with the entity that is processing the party's initial determination 
or appeal. 



A representative may submit arguments, evidence, or other materials on behalf 
of the party. The representative, the party, or both may participate in all levels of 
the appeals process. Once both the party and the representative have signed the 
AOR Fonm T the appointment is valid for one year from the date of the last 
signature for the purpose of filing future appeals unless it has been revoked. 

As noted above, a beneficiary may also assign (transfer) his or her appeal rights 
to a physician or supplier who is not a party to the initial determination and who 
furnished the items or services at issue in the appeal. A beneficiary must assign 
appeal rights using the form CMS-20031 , Transfer of Appeal Rights, available at 
www.cm$Ms.Qov/CMSFomis/CMSForrns/listaso#TooOfPaQe on the CMS 
website. A physician or supplier who accepts assignment of appeal rights must 
waive the right to collect payment from the beneficiary for the items or services at 
issue in the appeal, with the exception of deductible and coinsurance amounts 
and when a valid Advance Beneficiary Notice is in effect. 

After an initial claim determination is made, the appeals process is as follows: 

• Redetermination by Medicare Contractor; 

♦ Reconsideration by Qualified Independent Contractor (QIC); 

♦ Hearing by Administrative Law Judge (ALJ); 

# De Novo Review by Medicare Appeals Council (MAC); and 

• Judicial Review. 

First Level of Appeal - Redetermination by Medicare Contractor 
A party who is dissatisfied with the initial determination may request that a 
Medicare Contractor conduct a redetermination. The redetermination, which is an 
independent review of the initial determination, is conducted by an employee of 
the Contractor who was not involved in making the initial determination. A 
request for a redetermination must be filed within 120 calendar days of the date 
the notice of initial claim determination is received. If good cause is shown, the 
period for filing the appeal request may be extended. At this level of appeal, there 
is no amount in controversy (AIC) requirement. When filing the request for 
redetermination, parties should also submit all relevant documentation to support 
their assertion that the initial claim determination was incorrect. 
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Parties must request redeterminations In writing by either completing 
Form CMS-20027, Medicare Redetermination Request, which is available at 
www, cms.hhs. aovfCMSFormsICMSForms/list aspXTooOfPaae on the CMS 
website or by submitting a written request that includes the following: 

• Beneficiary's name; 

• Beneficiary's Medicare HIC number; 

• Which items or services are at issue and the corresponding date(s) of 
service; and 

• Name and signature of the party or representative of the party. 

In most cases, the Contractor will issue a written redetermination notice to all 
parties to the appeal within 60 days of receipt of the redetermination request. If 
the reconsideration results in the issuance of a supplemental payment to a 
provider or supplier, the Contractor must also issue an electronic or paper RA. 

Second Level of Appeal - Reconsideration by QIC 

A party dissatisfied with the redetermination decision may request a 

reconsideration by a QIC. For ail redeterminations issued on or after 

January 1 , 2006, the reconsideration by the QIC replaces the Hearing Officer 

Hearing previously conducted by Medicare Part B Contractors. Appeals of 

redeterminations issued prior to January 1 , 2006 will be conducted by hearing 

officers. 

A party must file a written request for a reconsideration with the entity specified in 
the redetermination notice within 180 calendar days of the date the 
redetermination decision is received. If good cause is shown, the QIC may 
extend the period for filing the request At this level of appeal, there is no AIC 
requirement. A party may file a written request for reconsideration by either 
completing Form CMS-20033, Medicare Reconsideration Request, which is 
available at www.cms.hhs>aov/CMSFormslCMSFormsflistasp#TopOfPaae on 
the CMS website or by submitting a written request that includes the following: 

• Beneficiary's name; 

• Beneficiary's Medicare HIC number; 

• Which items or services are at issue and the corresponding date(s) of 
service; 

• Name and signature of the party or representative of the party; and 

• Name of the Contractor that made the redetermination. 

For appeals of redeterminations issued prior to January 1 , 2006, parties may file 
a written request for a Hearing Officer Hearing by either completing 
Form CMS-1965, Request for Hearing, which is available at 
www,cms t hhQMOVlCMSFormsICMSFormsIlistasD#TopOfPeae on the CMS 



i 
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website or by submitting a written request that includes the information described 
above. Hearing officers generally issue decision letters within 120 days of receipt 
of the hearing request. 

In most cases, the QIC will issue written notice of its reconsideration decision to 
all parties within 60 calendar days of receipt of the request for reconsideration. In 
some situations (e.g., submission of additional evidence after the reconsideration 
request is filed), the time limit will be extended beyond 60 days. If the QIC is 
unable to issue a reconsideration within the applicable time limit, the QIC will 
notify the appellant (the party who filed the appeal request). The appellant may 
then file a written request with the QIC to escalate the appeal to the 
Administrative Law Judge (ALJ) level. Within five days of receiving the request to 
escalate, the QIC will either issue a reconsideration or acknowledge the 
escalation request and forward the request and case file to the appropriate ALJ 
office. If the reconsideration results in the issuance of a supplemental payment to 
a provider or supplier, the Contractor must also issue an electronic or paper RA. 
All evidence requested by the Contractor in the redetermination decision must be 
submitted at the QIC reconsideration level of appeal. Failure to submit requested 
information at the QIC reconsideration level may lead to exclusion of such 
evidence at subsequent levels of appeal. 

Third Level of Appeal - Hearing bv ALJ 

If a party is dissatisfied with the reconsideration decision (or Part B hearing 
officer decision) or if the adjudication period for the QIC to complete its 
consideration has elapsed, he or she can request a hearing before an ALJ with 
the Department of Health and Human Services (HHS) Office of Medicare 
Hearings and Appeals. There is an AIC requirement, which will be adjusted 
annually in accordance with the percentage increase in the medical care 
component of the Consumer Price Index (CPI). The ALJ hearing may be 
conducted in person, via video teleconferencing (VTC) technology, or by 
telephone. The ALJ may also issue a decision on the record without the 
appearance of any parties if the decision is fully favorable to the appellant. In 
person hearings may be granted upon a finding of good cause. An AU may also 
determine that an in person hearing should be conducted if VTC technology is 
unavailable or special or unusual circumstances exist. 

A party must file a written request for an ALJ hearing with the entity specified in 
the QIC reconsideration notice (or Part B hearing officer decision letter) within 60 
calendar days of receipt of the QIC reconsideration notice or Part B hearing 
officer decision letter. If a request for an ALJ hearing is not filed timely, the period 
for filing the request may be extended by the ALJ if good cause is shown. 
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During the transition from Part B hearing officer decisions to QIC 
reconsiderations, there will be two different forms that may be used to request an 
ALJ hearing. If a party is filing a request for an ALJ hearing to appeal a QIC 
reconsideration, he or she may either complete Form CMS-20034A/B, Request 
For Medicare Hearing By An Administrative Law Judge, which is available at 
ww^.cm3.hhs.Qo\^CMSForms/CMSForms(listasD#TooOff y aae on the CMS 
website or submit a written request that includes the following information; 

• Name, address, and Medicare HIC number of the beneficiary whose claim 
is being appealed; 

• Name and address of the appellant, when the appellant is not the 
beneficiary; 

• Name and address of any designated representatives; 

• Document control number assigned to the appeal by the QIC, rf any; 

• Dates of service for the items or services at issue; 

• Reasons the appellant disagrees with the QIC's reconsideration (or Part B 
hearing officer decision); and 

• Statement of any additional evidence to be submitted and the date it will 
be submitted. 

If a party is filing a request for an ALJ hearing to appeal a hearing officer 
decision, he or she may either complete Form CMS-5011A/B, Request For 
Medicare Hearing By An Administrative Law Judge, which is available at 
wm^.cms.hhs r aov/CMSFomis/CMSForm$/listaso#TopOfPaae on the CMS 
website or submit a written request that includes the information noted in the 
paragraph above regarding how to request an ALJ hearing to appeal a QIC 
reconsideration. 

When an appellant requests an ALJ hearing following a QIC reconsideration, the 
appellant must also send a copy of the request for hearing to the other parties to 
the appeal. The ALJ's 90-day timeframe to issue a decision does not start until all 
parties to the QIC reconsideration receive notice of the requested ALJ hearing. 

Generally, at the ALJ level, CMS and/or CMS Contractors may elect to either 
participate in the hearing or become a party to the hearing. If CMS and/or CMS 
Contractors choose to participate or become a party to the hearing, it will notify 
the ALJ and all parties within 10 days after receiving the notice of hearing. 
Participating in the hearing or as a party may include submitting position papers 
or providing testimony to clarify factual or policy issues, but does not include 
calling or cross-examining witnesses or being called as a witness- In addition, 
discovery is allowed only when CMS becomes a party to an ALJ hearing. 
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In most cases, the ALJ will issue a decision within 90 days of receipt of the 
request for hearing. The time limit may be extended (for example, if a party 
issues a discovery request in cases where CMS is a party). If the case before the 
ALJ was escalated from the QIC, the ALJ must issue a decision in 180 days 
(unless the time limit was extended for the reasons noted above). If the decision 
results in the issuance of a supplemental payment to a provider or supplier, the 
Contractor must also issue an electronic or paper RA. If an ALJ case is still 
pending at the close of the applicable adjudication timeframe, the appellant may 
file a written request with the ALJ and the MAC to escalate the appeal to the 
MAC- The appellant must notify all parties to the ALJ hearing about the 
escalation request. Failure to send notice to all parties will toll or stop the 
adjudication timeframes for the MAC to conduct its review. 

Fourth Level of Appeal - De Novo Review by MAC 

The appellant or any other party to the ALJ hearing may request MAC review of 
the ALJ's decision or dismissal. The request for MAC review must be filed within 
60 calendar days of receipt of the ALJ hearing decision or dismissal. If good 
cause is shown, the period for filing the request may be extended. At this level of 
appeal, there is no AlC requirement. 

The party must file a written request for MAC review by either completing 
Form DAB-101, Request for Review of Administrative Law Judge Medicare 
Decision/Dismissal, which is available at www.hhs.aovfdablDAB101>Ddf or\ the 
HHS website or submitting a written request that includes the following: 

• Beneficiary's name; 

• Beneficiary's Medicare HIC number; 

• Specific items or services for which review is requested; 

• Dates of service for the items or services at issue; 

• Date of the ALJ's final action (if any) or the hearing office in which the 
party's request for hearing Is pending; and 

• Name and signature of the party or representative of the party. 

The request for MAC review must also identify the parts of the ALJ action with 
which the party requesting review disagrees and explain why he or she disagrees 
with the ALJ's decision, dismissal, or other determination being appealed. The 
MAC wiH generally limit its review to the issues raised by the appellant and will 
conduct a de novo or new review of such issues. 

The appellant must also send a copy of the request for review to the other parties 
to the ALJ decision or dismissal. The time limit for issuance of the MAC decision 
(discussed below) does not commence until all parties are properly notified. 
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Generally, the party requesting the MAC review does not have a right to a 
hearing before the MAC. The MAC will consider all of the evidence In the 
administrative record and either adopt, modify, or reverse the ALJ decision or 
remand the case to the ALJ for further proceedings. However, depending on how 
the appeal came before the MAC, there may be opportunities for parties to 
submit additional evidence. Parties to MAC review may request the opportunity 
to file briefs or other written statements discussing the facts and laws relevant to 
the case. A party may also request to appear before the MAC to present oral 
argument. The MAC may also dismiss a review request if the party making the 
request asks to withdraw the request for MAC review, does not have a right to 
request MAC review, or in certain circumstances where the beneficiary whose 
claim is being appealed dies. 

In most cases, the MAC decision, dismissal, or remand order will be mailed 
within 90 calendar days of submission of the request. If the decision results in the 
issuance of a supplemental payment to a provider or supplier, the Medicare 
Contractor must also issue an electronic or paper RA. If the case was escalated 
to the MAC because the ALJ could not issue a timely decision, the MAC will have 
180 days to mail its decision. These timeframes may be extended under certain 
circumstances (for example, if a party filing a request for review fails to provide 
copies of the request for review to other parties to the ALJ decision or dismissal). 
If the MAC fails to issue a decision, dismissal, or remand order within the 
applicable time period, the appellant may submit a request for escalation to 
Federal District Court. The MAC will either complete the case within five days of 
receipt of the escalation request or within five days following the end of the 
applicable adjudication timeframe. If the MAC is unable to complete the case, it 
will issue a notice to the appellant that acknowledges the escalation request and 
confirms its inability to issue a decision, dismissal, or remand order within the 
applicable timeframe. A party may then file a civil action in Federal District Court 
within 60 days after the date it receives notice from the MAC. In certain 
instances, if good cause is shows, the period for filing the request may be 
extended. Escalation is not available with regard to a request to review an ALJ 
dismissal. 

Fifth Level of Appeal - Judicial Review I 

A party to a MAC decision or an appellant who requests an escalation of a MAC 

review may obtain judicial review if the case meets the AIC requirement. For 

actions filed on or after January 1 , 2006, the AIC will be $1 ,090. The AIC amount 

is adjusted annually in accordance with the percentage increase in the medical 

care component of the CPI. 

Any civil action for judicial review must be filed in the District Court of the U.S. for 
the judicial district in which the party resides or where such individual, institution, 
or agency has Its principal place of business. If the party does not reside within 
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any judicial district or if the individual, institution, or agency does not have its 
principal place of business within any such judicial district, the civil action must 
be filed in the District Court of the U.S. for the District of Columbia. The Secretary 
of HHS is the proper defendant in any request for judicial review of a MAC 
decision or a case escalated to Federal District Court. 

Complaints filed in Federal District Court against the Secretary of HHS should 
also be sent to: 

Department of Health and Human Services 

General Counsel 

200 Independence Avenue, S.W. 

Washington, D.C. 20201 

The District Court may either reach a final decision or remand the case to the 
MAC or ALJ for further proceedings. Written notification regarding the District 
Court's decision is sent to all the parties. 

Liability and Appeal Decisions 

Liability regarding appeal decisions is as follows: 

• When an original claim determination for both assigned and nonassigned 
claims is upheld on a review and the provider or supplier knew or could 
have been expected to know that payment for the service might be denied 
or reduced, he or she is held liable and must refund any monies collected 
from the beneficiary within 30 days of the review decision. 

• When an original claim determination for an assigned claim is upheld on a 
review and the provider or supplier and beneficiary could not have been 
expected to know that payment for the service might be denied or 
reduced, payment is made to the provider or supplier. 

• When an original claim determination for a nonassigned claim is upheld on 
a review and it is found that the provider or supplier could not halve been 
expected to know that payment for the service might be denied or 
reduced, he or she is notified that payment may be collected from the 
beneficiary. A letter is sent to the beneficiary indicating that he or she is 
responsible for payment. 
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• When the beneficiary is not responsible for the payment of a service, the 
provider or supplier must refund any monies collected from the 
beneficiary. If the refund is not made within the specified time limits, the 
following actions may occur: 

o For an assigned claim, the beneficiary may submit a request to 
Medicare for indemnification from payment. A letter is sent to the 
provider or supplier indicating that a refund must be made to the 
beneficiary within 15 days for the amount actually paid, including 
any amounts applied to deductibles, coinsurance, and copayments. 
If the refund is not made within 15 days, Medicare will pay the 
beneficiary and request a refund from the provider or supplier. 
o For a nonassigned claim, the beneficiary may notify Medicare that 
the provider or supplier did not refund the amount due. A tetter is 
sent to the provider or supplier indicating that a refund is due to the 
beneficiary within 15 days. If a refund is not made within 15 days, 
the provider or supplier may be subject to Civil Monetary Penalties 
and sanctions. 

Reopening 

A reopening is a remedial action taken to change a final determination or 
decision that resulted in either an overpayment or underpayment, even though 
the determination or decision was correct based on the evidence of record. A 
reopening allows the correction of minor errors or omissions without initiating a 
formal appeal If a claim is denied because a Contractor did not receive 
requested documentation during medical review and the party later requests a 
redetermination, the Contractor must process the request as a reopening. A 
Contractor must also process clerical errors (including human and mechanical 
errors on the part of the party or Contractor) such as mathematical or 
computational mistakes, inaccurate data entry, or denials of claims as duplicates. 
A reopening is, in general, not conducted until a party's appeal rights have been 
exhausted. A Contractor, QIC, ALJ, or MAC'S decision on whether to reopen is 
final and not subject to appeal. A reopening may be requested by a party or 
initiated by a Contractor, QIC, ALJ, or MAC. 

The timeframes and requirements for requesting or initiating a reopening will 
depend on the level at which the reopening is requested (initial determination 
level or one of the appeals levels) and who is initiating the reopening (a party, 
Contractor, QIC, ALJ, or MAC). When any determination or decision is reopened 
and revised, a Contractor, QIC, ALJ, or MAC must mail its revised determination 
or decision to the parties. If the reopening action results in an adverse revised 
determination or decision, the Contractor shall mail a letter that states the 
rationale for the reopening, the applicable revision, and any right to appeal. 
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To find additional information about appeals, see the Medicare Claims 
Processing Manual (Pub. 10-4) at 
vwwxmsM$.aov/ManuaI$flOMfli&.a$o#ToDOfPaae on the CMS website. 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Centers for Medicare & Medicaid Services 

Room 303-D 

200 Independence Avenue, SW 

Washington, DC 20201 OMSK** 

Public Affaire Office 

MEDICARE FACT SHEET 

FOR IMMEDIATE RELEASE Contact: CMS Press Office 

March 1,2005 (202)690-6145 



IMPLEMENTING A NEW MEDICARE CLAIMS APPEALS PROCESS 

Background ; In Section 521 of the Medicare, Medicaid and SCHIP 
Benefits Improvement and Protection Act of 2000 (BIPA), Congress 
required a major restructuring to improve the process that Medicare 
beneficiaries can use to appeal claims denials. The law includes a series of 
structural and procedural changes to the appeals process, including: 

• Uniform appeal procedures for both Part A and Part B claims; 

• Reduced decision-making time frames for most administrative 
appeals levels, as well as the right to escalate a case that is not 
decided on time to the next appeal level; 

• The establishment of new entities, Qualified Independent 
Contractors (QlCs), to conduct reconsiderations of claims denials 
made by fiscal intermediaries, carriers, and quality improvement 
organizations; 

• Use of QIC review panels, which include medical professionals, to 
reconsider all cases involving medical necessity issues; and 

• A requirement for appeals-specific data collection by CMS. 

On December 8, 2003, following publication of the proposed rule, the 
Medicare Prescription Drug, Improvement, and Modernization Act of 2003 
(MMA) (Pub, L, 108-173) was enacted. The MMA includes a number of 
provisions that affect the Medicare claim appeals process. Most notably the 
new law includes: 

• Revised redetermination and reconsideration decision-making time 
frames; 

• A reduction in the minimum required number of QICs from 12 to 4; 

• A requirement to transfer the ALJ function from SSA to HHS no 
earlier than July 1, 2005, but not later than October 1, 2005; 
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• Revised requirements for appeals decision notices; 

• A requirement for providers and suppliers to present any evidence 
for an appeal no later than the QIC reconsideration level, unless 
there is good cause that prevented the timely introduction of the 
evidence; and 

• The establishment of a process for the correction of minor errors or 
omissions without pursuing an appeal. 

Several of these changes were already part of CMS 1 proposed rule. To the 
extent that the new statutory requirements have required revisions or 
additions to our proposed regulations to ensure that they conform to the 
MMA, we have incorporated the needed changes into the interim final rule, 
and discussed them in the appropriate section of the preamble. 

Since the enactment of BIPA and MMA, CMS has been working 
aggressively to implement the substantial changes required by the law. For 
example, changes we have already implemented include: 

• Development of a case-specific appeals data base; 

• Award of contracts to the new required appeals entities — Qualified 
Independent Contractors (QICs); and 

• Implementation of new improved notice requirements for current Medicare 
contractors. 

Today, CMS published an interim final rule that will enable us to complete 
implementation of the new appeals process. 



Implementation 



The statutory appeals provisions dramatically reduce the time frames for 
adjudicating fee-for-service Medicare claims appeals - a process that now 
can exceed 1 ,000 days must be reduced to 300 days. This change requires a 
substantial overhaul of the appeals process - a complicated restructuring 
involving all levels of the Medicare appeals process. CMS has worked 
aggressively to implement these mandatory changes, culminating in this 
regulation. 

Today, CMS is publishing an interim final rule that establishes new 
regulations for implementing the new appeals process for claims denials 
required by section 521 of BIPA and the MMA. This final rule sets forth in 
one location all regulations covering administrative appeals of Medicare 
Part A and Part B claims, including for the first time Medicare-specific 
procedures for carrying out ALJ hearings. The interim final rule sets forth 
regulations to implement all structural and procedural changes to the 
existing appeals process. Implementation of these new procedures will take 
place in two stages. First, beginning on May 1, 2005, all first level appeals 
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("redeterminations") carried out by fiscal intermediaries (generally Part A 
appeals) will be subject to QIC reconsiderations. These appeals generally 
involve Medicare Part A services, such as services furnished by hospitals, 
skilled nursing facilities, and home health agencies. Then, beginning 
January l > 2006, appeals of redetenninations carried out by Medicare 
carriers (Part B appeals, involving physician services and durable medical 
equipment items, for example) will be subject to QIC reconsiderations. The 
new ALJ rules will be in effect for all appeals that come through the QICs. 
Thus, in 2006, the new Medicare appeals process will take effect for all Part 
A and B Medicare claims. 



Trfrrf 



